THE BRITISIH MEDICAL JOURNAL. [April 20, 1889. in the living eye they have been tightly pressed between these structures. Viewing them in transverse section (compare Figs. 30 and 31), we see that they are increased in thickness also, the spaces between the processes being narrowed or even obliterated by the swelling of the lateral convolutions. If, on the other hand, the glaucoma have been of long standing, the processes are sometimes much shrunken and retracted, being then far removed from the base of the iris; but even in such cases the iris-base often bears the impress of their former pressure. Between extreme hypertrophy on the one hand, and extreme atrophy on the other, any degree of swelling or shrinking may be present.
The ciliary muscle participates in these changes; at first it is drawn forwards with the processes; later it retracts and atrophies.3
The lens is sometimes in close contact with the processes and iris; more often it is a little separated from them, for being pushed forwards during the glaucomatous attack, it recedes when the pressure is removed. Its relations should be studied in the frozen globe immediately after its bisection.
3 Brailey, I?. Lond. Ophth. IHosp. Reports, vol: x, p. 89. A careful study of these changes in specimens of recent glaucoma leaves, I think, no uncertainty as to the manner in which the filtration angle becomes closed. The iris-base is pushed forwards by the ciliary processes, as Adolph Weber asserted thirteen years ago, and the processes are usually themselves pushed forwards by an advance of the lens and zonula, in other words by an excess of pressure in the vitreous chamber. Now this point is of crucial importance, for it involves a true or a false conception of the whole morbid process, and I am bound to remind you that some investigators have attempted to explain the closure of the filtration angle in an entirely different way.
Mlax Knies, the first writer on the subject, declared it to be due to a circumscribed inflammation of the ligamentum pectinatum and the adjacent tissues. Birnbacher and Czermak have recently maintained the same opinion, and have even gone so far as to assert that a closure of the filtration angle by pressure from the ciliary processes is entirely out of the question.4 In view of the conditions which are to be seen in many of the drawings and specimens which I am able to lay before you, this assertion is quite astonishing until one examines the evidence upon which it is based. Drs. Birnbacher and Czermak examined seven eyeballs; two of these were without clinical history. In the remaining five, the durativ-n of the glaucoma had varied from seven months to twenty years. There was no very recent or acute case. The eyes were opened without freezing, and in one case without hardening. The material and method were obviously ill adapted to determine the point in question, and I feel sure that, with more i avourable opportunities, these most painstaking observers would have come to a different conclusion.
We see, then, that in primary glaucoma the ciliary processes press against the base of the iris, and thereby close the filtration angle. We have next to inquire what are the conditions which bring the processes into this abnormal and mischievous position.
It will be convenient, in looking for the initial causes of the disturbance, to consider separately the conditions which predispose to glaucoma and those which actually induce it. F. C., aged 2 years and 10 months, a rickety child, was taken ill with diphtheria on December 1st, 1862. On the third day there was difficulty in swallowing; on the sixth she vomited several times; on the seventh difficulty in breathing set in, and she vomited frequently, bringing up each time a little blood and some dark red pieces of a membranous character; on the eighth day the breathing became worse, and her doctor recommended her to be sent to the Hospital for Sick Children, in Great Ormond Street, London. On her way to the hospital she died in her mother's arms, but was left in the hospital, and I made an examination of the body.
The following are the chief points that need to be mentioned now. The tonsils were studded with shreds of a dirty grey coloured exudation about one-twelfth of an inch in thiekness. A similar exudation, but more continuous, covered the arches of the palate, the whole of the uvula, and the recess between the base of the tongue and the epiglottis. The membrane readily peeled off, and the subjacent mucous membrane was seen red and congested. There were several irregular patches of false membrane on the posterior surface of the soft palate and on the upper part of the posterior wall of the plharynx. On removing the hard palate and exposing the nasal fossm, the mucous membrane of the posterior nares was seen lined with a whitish wash-leather sort of membrane, elastic, stretching to a considerable degree, but then breaking off abruptly and with a clean edge. The epiglottis was covered completely on both surfaces with a dirty grey exudation, which descended and lined the whole of the interior of the larynx, filling up the ventricles and sacculi, but it ceased abruptly at the lower border of the cricoid cartilage. There was no exudation in the trachea or in the bronchial tubes, but a catarrhal secretion only. The cesophagus was quite normal in every respect. The stomach had a soft, semi-doughy feel, not unlike a portion of intestine that contains feeces of moderate consistence. On opening the stomach, it presented an irregular dark reddish-brown appearance with a slight olive-green tint. This was found to be the surface of a continuous membrane that lined the whole of the interior of the stomach, but was abruptly cut off at the cardiac and pyloric orifices. The membrane varied in thickness in different places; it averaged about one-twelfth of an inch; over the rugie it was one-eighth to one-sixth of an inch or more; in some of the sulci between the rugme it was less than one-sixteenth of an inch. The sites of the rugae were well seen, and marked by thick elevated longitudinal ridges of the false membrane. The membrane was adherent to the mucous surface of the stomach, but it was easy to separate it and peel it away. The under surface of the membrane was marked with depressions, elevations, etc., which corresponded to similar markings on the subjacent mucous membrane, and it was of a dark venous-red colour, without the green tinge of the free surface. The membrane was continuous, and might probably have been completely stripped off in one large piece. Except in thickness and colour, it differed but little in consistence, elasticity, and fracture from the exudation in the fauces and nares.
On peeling off some of the exudation and exposing the mucous membrane, the latter was seen of a dark-red colour and glistening; it was entire, not abraded or ulcerated; it was soft, but without any mucus.
On separating the rugLm, which was readily done by simply stretching the stomach, the spaces between were found of a much lighter colour, but studded with innumerable red points. The rugie themselves were very dark, with a black-currant-jelly-like colour, and studded with dark-red punctiform injections from a pin's point to a pin's head in size, round and circumscribed; some had coalesced, as it were, and formed dark-red spots as big as a split pea.
The intestines showed no trace of disease. There was some pulmonary collapse, some emphysema, and some lobular pneumonia. The renal tubules and cells contained an excessive quantity of granular matter. The urine in the bladder was found to be loaded with albumen, and there was much renal epithelium and granular casts in it.
The exudation from the stomach under the microscope presented an irregular, fibrillated, and reticulated appearance, not unlike simple coagulated lymph, and was rendered transparent by acetic acid. Intermingled were numerous red blood-discs and numbers of cells about the size and shape of white blood-corpuscles, granular, and in many distinct nuclei were seen on addition of acetic acid. Here and there was a columnar epithelial cell. A separate scraping from the free surface of the exudation showed numerous columnar epithelia, free nuclei and granules, and a few starch granules. No sporules or mycelia could be detected, and no sarcinme.
The morbid specimens, together with the notes of the case, were given by me to Sir William Jenner, who was then lecturing on Medicine at University College, and they were shown by him to his class. He considered that the gastric exudation was a remarkable example of true diphtheritis of the stomach.
The terms " croupous" and " diphtheritic" have been used with varying meanings. In the last edition, quite recently published, of The professed object of this manipulative treatment was to "open out the chest," and the modus operandi was as follows. The patient, stripped to the loins, was seated on a high stool, while the operator, usually a strong, healthy, muscular woman, stood behind. The patient was first made to raise his arms and join hands over the top of the head or behind the neck. The operator now advanced a hand on each side of the patient, from behind forwards, till both her hands met over the third and fourth segments of the sternum, whence, with firm, equable pressure, her palms, lubricated with sweet fresh butter, were swept downward and backward, following the line of the lower border of the chest. After two or three similar passes of the operator's palms over the same region, and with increasing pressure, her fingers were slightly curved downwards and inwards, so that in the sweep from sternum to spine the lower border of her palm, and especially the outer side of the little finger and tip of the fourth, were to some extent hooked under the lower border of the chest. Little by little this action was accentuated, till, in the backward sweep of the operator's palms, her fingers were pushed well under the lower border of the chest and the false ribs, pulling them steadily outwards. After this the backward sweep of her palms was carried step by step up the chest, sweep after sweep coming nearer the clavicle, where again the tips of the fingers, though in a modified way and to a greatly lessened extent, played the same part as they had been made to play at the lower border of the chest. And now came tlie critical part of the operation. In most persons, even while yet young, the xiphoid cartilage tends greatly to curve inwards into the abdomen. This my old Highland Medicine Woman held to be the " original sin," whence came almost all forms of chest infirmity, as well as not a
